When fear becomes a disorder
According to DSM-5, the epidemiology of anxiety disorders (ADs) includes lifetime prevalence rates ranging from 0.03% (selective mutism) to 9% (specific phobia), which differ geographically and by sex with a female to male ratio of 2:0 for the majority of the respective disorders. In childhood and adolescence, ADs are the most prevalent mental disorders, with age-related dependencies, such as separation anxiety disorder/specific phobias and social phobia being more common in childhood and adolescence, respectively. Progression, persistence and comorbidities also represent important aspects to consider when outlining characteristics of ADs. ADs often show homotypic and heterotypic comorbidities, among the latter especially depressive disorders (DDs). The presence of comorbidities affects individual functioning and prognosis, thus potentially complicating the clinical outcomes. As previously examined [1] , the course of ADs and DDs includes, if not predicts, the exacerbation of additional disorders, with heterotypic more frequent than homotypic continuity. This explains why, if untreated, ADs (and their comorbidities) tend to persist during adulthood, representing a major challenge for public health system.
The work of Canals et al. presented in this issue [2] provides robust data on the epidemiology of ADs in Spain via screening and a 2-year follow-up of a cohort of 1514 school children. A slightly higher (11.8%) weighted prevalence of ADs was detected as compared to other industrialized countries; the investigators also confirmed a higher heterotypic than homotypic comorbidity and identified generalized anxiety disorder (GAD) as a predictor for future depression, revealing important clinical implications in terms of necessary preventive initiatives toward childhood and adolescent mental health. On the same note, access to care for disadvantaged youths is strongly encouraged by the authors, as a low socioeconomic environment represents a risk factor for ADs. This is particularly relevant considering (1) the scarce (only one-third) request for professional help and (2) the persistence of symptoms of ADs after 2 years in more than half of the sample. Similar to most other mental disorders with a childhood or adolescent onset, ADs must be targeted by developmentally appropriate screening, prevention and treatment programs, to prevent the development of more severe clinical conditions and poorer functioning later in life.
Responding to fear
To tackle the persistence of ADs into adulthood and their overall poor prognosis, three key aspects should be pursued,
(1) increment preventive/health promotion initiatives for children and adolescents in the general population, (2) identify and overcome barriers to care for youths suffering from anxiety disorders and, (3) offer them evidence-based treatments.
Preventive initiatives target both risk and protective factors playing a role in the development of a clinical condition. Among risk factors, stress exposure can strongly affect children's perception of threat and their reaction to it, often resulting in hyper-sensitization. Such exposure can happen both during acute life events as well as during ongoing chronic adversities experienced in the living context, i.e., their families. In this respect, the case of growing up with a parent suffering from a mental disorder warrants particular attention. Despite a considerable amount of literature on risks and consequences of having a mentally ill parent, only single studies have focused on the relationship between parent psychopathology and stress generation for ADs. An interesting contribution in this context has been recently provided by Allen et al. [3] , whereby children with ADs, as compared to healthy controls, showed significantly more parent-related chronic adversities (such as parental conflict, parental conflict with child's teacher and with respect to the child's behaviour). This points out how preventive initiatives should not be limited to the general population, but should also target vulnerable families: this may not be accomplished by single community or school-based prevention programs, but instead potentially requires close interaction with further levels of care, i.e., adult mental health services for treatment of parents. At the protective level, promotion of healthy life styles should also be targeted: results from the Saving and Empowering Youth Lives in Europe (SAYLE) study [4] have recently provided strong support to the idea that physical activity (at least 60 min per day) and sport participation do effectively contribute to lowering levels of anxiety and depression in youths.
Children and adolescent families may face several barriers to care, which range from inadequately trained or unavailable therapists, too long waiting lists, paucity of services in their living area, stigma and prejudice toward mental illness. Moreover, in the case of ADs, (i.e., social phobia), symptoms can be underestimated by adults and misrecognized as, for example, introversion and shy personality, hence often delaying a prompt access to care. Regardless of whether the barriers belong more to an institutional or individual/cultural type, they may prevent youth from getting diagnosed and treated in a timely and proper manner. This can happen even if services are organized and functioning as intended according to type and severity of problems [5] .
A possible solution to overcome such barriers has been tested in the study of David et al., presented in this issue [6] , i.e., using the fascinating idea of therapeutic games, offers an interesting potential for the implementation of new technologies in the healthcare system. The idea is to provide youths with easily accessible and appealing training programs aimed at increasing their resilience and coping skills by focusing on trans-diagnostic features such as emotion regulation strategies. Emotion regulation has been, in fact, proposed as an important maintaining mechanism in ADs [7] : compared to healthy peers, children with social anxiety and mixed ADs show less adaptive and more maladaptive emotion regulation strategies. Treatment programs offering focused training of such abilities may therefore represent a promising, overarching and complementary approach in youth mental health care. Needless to say, this idea can be adopted also for health promotion/prevention programs.
Finally, with regard to interventions, to act in a proper and effective manner, it is imperative to adopt treatment protocols that have been shown to be evidence-based and sustainable (cost-effective and acceptable). Yang et al.'s meta-analysis, included in this issue [8] , focusses on randomized controlled trials (RCTs) for children and adolescents with social anxiety disorder or social phobia. The authors analyzed 17 RCTs and concluded that, compared to control conditions, psychological interventions may effectively help in reducing psychopathology (including comorbid depressive symptoms) and improve well-being and functioning. Insights on which type and format of intervention (group, individual, family, internet based) should be adopted for which specific clinical goal are also provided.
Conclusions
Derived from the Latin word 'angere', 'anxiety' can be translated into 'narrowing'. This really depicts the idea of suffering from a mental disorder whereby fear and worrying limit individual freedom of expression and the secure transition towards new challenges and coping with adversities, which all represent very developmental achievements.
While taking care of patients with such clinical conditions, professionals are encouraged to balance validation of the underlying fear circuit by promoting psycho-educative and non-stigmatizing approaches toward fear reactions (starting from the community/primary care level), with change of individual responses to fear, by adopting available evidence-based and cost-effective treatments.
